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ABSTRACT 
 
 
Survey on Services Provided to Children with Autism Spectrum Disorder in  
 
U.S. Public Schools 
 
 
by 
 
 
Kendra McPherson, Education Specialist 
 
Utah State Univeristy, 2018 
 
 
Major professor: Gretchen Gimpel Peacock, Ph.D. 
Department: Psychology  
 
 
Evidence-based practices for students with Autism Spectrum Disorder (ASD) are 
vital in the U.S. public school setting as ASD rates continue to increase over time. The 
purpose of this study was to investigate, from the perspective of the School Psychologist, 
what services are most commonly being provided to students with ASD in the public 
school setting, to compare whether or not those commonly used practices are evidence-
based or not, and to discover the level of parental and familial involvement in the service 
provision process. A survey was completed by a national sample of 334 School 
Psychologists with 155 completing the survey portion regarding interventions. It was 
found that the top five most commonly used practices for students with ASD in the public 
school setting included functional behavior assessment, visual supports, social skills 
training, and prompting. Of the top 25 most used practices, 17 are considered evidence-
based practices. Results also indicated that for the majority of the service provisions, 
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parents are aware of services being provided to their students but are not directly 
involved in or a part of the service provision.  
(69 pages) 
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PUBLIC ABSTRACT 
 
 
Survey on Services Provided to Children with Autism Spectrum Disorder in  
 
U.S. Public Schools 
 
 
Kendra McPherson  
 
 
It is of utmost importance that students diagnosed with Autism Spectrum Disorder 
(ASD) in the public school setting across the United States are receiving the best, most 
researched services and treatments. This study aimed to find out what services and 
treatments are most commonly being used for students with ASD in the public schools, to 
see whether or not those practices are supported by research, and to discover how 
involved parents and families are in the services being provided to their students. This 
study found that of the top 25 most commonly used practices, 17 of those were supported 
by and recommended by research, 3 are considered to have some research support, 1 was 
considered to not have research support, and 4 were undetermined to have research 
support. This study also found that overall, parents are aware of the services being 
provided to their students with ASD, but they do not feel like they are actively involved 
with majority of the services being provided.  
  
vi 
 
CONTENTS 
Page 
 
ABSTRACT ...................................................................................................................  iii 
 
PUBLIC ABSTRACT ...................................................................................................  v 
 
LIST OF TABLES .........................................................................................................  vii 
 
CHAPTER 
 
 I. PROBLEM STATEMENT ..............................................................................  1 
 
 II. LITERATURE REVIEW .................................................................................  6 
 
  Diagnostic Criteria and Prevalence Estimates ..................................................  6 
  Impact on Families ...........................................................................................  9 
  Commonly Used and Evidence-Based Practices ..............................................  12 
 
 III. METHODS .......................................................................................................  16 
 
  Participants .......................................................................................................  16 
  Measures ...........................................................................................................  16 
  Procedures ........................................................................................................  20 
 
 IV. RESULTS .........................................................................................................  22 
 
  Models of Serving Students with Autism Spectrum Disorder in Schools .......  22 
  Commonly Used Intervention Practices for Students with Autism  
   Spectrum Disorder .................................................................................  23 
  Evidence-Based Practices, Nonevidence-Based Practices, and Unknown  
   Practices .................................................................................................  24 
  Level of Familial Involvement in the Process ..................................................  30 
 
 V. DISCUSSION ..................................................................................................  35 
 
  Introduction ......................................................................................................  35 
  Limitations and Future Directions ....................................................................  40 
 
REFERENCES ..............................................................................................................  43 
 
APPENDIX: SURVEY ON SERVICES PROVIDED TO CHILDREN  
  WITH AUTISM SPECTRUM DISORDER ..........................................  48 
vii 
 
LIST OF TABLES 
 
 
Table Page 
 
 1. School Psychologist Demographics ...................................................................  17 
 
 2. Models of Serving Students with Autism Spectrum Disorder in Schools .........  23 
 
 3. Evidence-Based Practices for Students with Autism Spectrum Disorder .........  25 
 
 4. Intervention Practices with Some Support for Students with Autism  
  Spectrum Disorder .............................................................................................  27 
 
 5. Nonevidence-Based Practices for Students with Autism Spectrum Disorders ..  28 
 
 6. Unsure of Evidential Support .............................................................................  29 
 
 7. Level of Parental Involvement in Services in Evidence-Based Practices ..........  31 
 
 8. Level of Parental Involvement in Services in Other Focused Intervention  
  Practices with Some Support .............................................................................  33 
 
 9. Level of Parental Involvement in Services in Nonevidence-Based Practices ...  34 
 
 10. Level of Parental Involvement in Services in Unsure of Evidential Support  
  Practices .............................................................................................................  34 
 
 
 CHAPTER I 
 
PROBLEM STATEMENT 
 
 
 Autism spectrum disorder (ASD) is a neurodevelopmental syndrome 
characterized by pervasive impairments in social interaction and communication as well 
as stereotypical behaviors and restricted interests (Rojahn & Matson, 2010). In addition 
to the core symptoms, other problems such as challenging behavior and comorbidity with 
other psychological disorders have been found (Horovitz, Matson, & Sipes, 2011). Until 
recently, the disorders included in this spectrum were autistic disorder, pervasive 
developmental disorder not otherwise specified (including atypical autism), asperger’s 
disorder, childhood disintegrative disorder, and rett’s disorder (Centers for Disease 
Control and Prevention [CDC], 2009). However, changes were made in the Diagnostic 
and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5). In the new DSM-5, 
there are no longer specific diagnoses under autism, but rather they all fall under what is 
now called Autism Spectrum Disorder and have varying levels of severity that will 
dictate what services are required (American Psychiatric Association [APA], 2013a). 
Higher functioning ASD tends to be comorbid with generalized anxiety disorder while 
lower functioning, nonverbal ASD tends to comorbid with oppositional defiant disorder 
(Rojahn & Matson, 2010). 
There are generally two patterns of ASD onset: early onset in which symptoms 
arise in the first year of life without a clear indication of decline in functioning, and 
regressive onset in which there are reported losses of previously acquired skills after a 
period of mostly normal development (Shumway et al., 2011). Symptom emergence 
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tends to follow a pattern of early skill acquisition but failure to progress to higher 
developmental achievements such as using gestures, language development, and 
participating in joint attention (Shumway et al., 2011). ASD can be diagnosed as young 
as two years old (Newshaffer, Falb, & Gurney, 2005), which is the same age that parents 
often begin to have concerns with their child’s behavior. These concerns include a lack 
verbal communication as well as nonverbal communication, aggression, throwing 
tantrums, and noncompliance (Horovitz et al., 2011). Parental concerns often match early 
symptoms of ASD and aid in early diagnosis and treatment.  
Prevalence estimates of ASD have increased over the last 20 years (Baio et al., 
2018). While these increases may be due to increased early identification, more public 
awareness, and changes and increases in social services and policies, true change and 
increases are not ruled out (Christensen et al., 2016). However, prevalence rates change 
with each new report and changes in diagnostic criteria; for example in the most recent 
CDC report, ASD rates have been found to be as high as 1 in 68 people (CDC, 2014). 
According to the 39th Annual Report to Congress on the Implementation of the 
Individuals with Disabilities Education Act (IDEA) of 2017, between 2006 and 2015 the 
percentage of students ages 6-21 nationwide served under the category of Autism in 
IDEA Part B, increased from 0.3% to 0.8%. In fall of 2015 students served under the 
classification of Autism under IDEA made up 9.5% of the population. It was the fourth 
leading classification in that year. 
As prevalence rates of ASD increase, especially in public education, it is clear 
that there is an increased need for services, including school-based services. Autism, as 
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defined by IDEA, is  
…a developmental disability significantly affecting verbal and nonverbal 
communication and social interaction, generally evident before age three, that 
adversely affects a child's educational performance. Other characteristics often 
associated with autism are engagement in repetitive activities and stereotyped 
movements, resistance to environmental change or change in daily routines, and 
unusual responses to sensory experiences. (U.S. Department of Education, 2004) 
 
Because ASD falls under IDEA, it is legally mandated that all schools provide evidence-
based educational programs to students who qualify for these services (Hess, Morrier, 
Heflin, & Ivey, 2008). Children in public schools who meet ASD criteria are receiving a 
number of services. Odom, Collet-Klingenberg, Rogers, and Hatton (2010) reviewed 
current services available to children with ASD both within schools and within 
communities and generated a list of services that qualify as evidence-based practices. 
However, even though these evidence-based services are required, Odom et al. found that 
professionals are not reporting using evidence-based practices. Professionals and 
paraprofessionals in the schools have also been found to be lacking adequate training and 
preparation for implementing these evidence-based practices (Hess et al., 2008). Because 
it is unclear exactly what services are being provided in the schools, it is important to find 
out and document which interventions and treatments are being utilized and whether 
these services are evidence based.  
Among the most widely used services for children with ASD in schools are 
speech language interventions and social skills training. Children on the more severe end 
of the spectrum utilize more services than children on the less severe end (Bilaver, 
Cushling, & Cutler, 2015; Hess et al., 2008). Some communities across the U.S. also 
offer services to children with ASD outside of the schools. The Early Start Denver Model 
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for Young Children with Autism and the Lovaas Institutes are a couple of examples of 
these community-based services (Cohen, 2011). However, parents report significant 
difficulties with material information, guidance, daily management, and relational and 
emotional support related to having children with ASD (Derguy, Michel, M’bailara, 
Roux, & Bouvard, 2015). In order for services to be best accessed, parental knowledge of 
such services and information needs to be increased. 
There is also a large gap in information on resources available for children with 
ASD and their families outside of the schools. Parents are often left to wonder if there are 
services available to them, both in and outside of school to help inform them of ASD and 
related services. Researchers Karst and Van Hecke (2012) and Mount and Dillon (2014) 
have found that parents of children with ASD experience more of a financial burden, 
decreased parenting efficacy, and increased parenting stress along with higher divorce 
rates and lower overall family well-being. However these effects are reciprocal and can 
also affect the child with ASD and potential intervention outcomes (Karst & Van Hecke, 
2012). Unfortunately a majority of interventions for ASD only target the child outcome 
and rarely have a familial component. In order to target the ASD in all areas, parents and 
families need to be included in the process. 
There is a need to find out more about the services children with ASD are being 
offered and which of those are being utilized. This study aims to answer those questions 
by surveying school psychologists nationwide to gather information on what services 
they know of in their schools and communities that are being provided to students and 
families with ASD. This survey included services provided by the school psychologists, 
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services provided by other professionals in the school, and services provided by 
professionals in the community. The objectives of this study were as follows. 
 Gather information on services provided directly by school psychologists and 
other school professionals in U.S. public schools nationwide for children with 
ASD 
 Determine what models of service are being used for students with ASD 
 Identify what practices are most commonly being used by professionals in 
U.S. public schools to serve students with ASD 
 Compare the most commonly used practices to known evidence-based 
practices 
 Gather information on whether or not the families of children with ASD are 
included in the service provision process 
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CHAPTER II 
LITERATURE REVIEW 
 
Diagnostic Criteria and Prevalence Estimates 
 
 There are multiple systems for classifying ASD. The most common methods that 
are used for diagnosis or classification are the criteria in the Diagnostic and Statistical 
Manual of Mental Disorders (DSM), and the criteria in the IDEA for special education. 
Prevalence rates for ASD can be calculated based on these criteria for both the general 
population and the U.S. public general and special education population. These systems 
and the related prevalence rates will be discussed further.  
According to the newest edition of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5), what used to be five separate disorders under the category 
Pervasive Developmental Disorder are now categorized as ASD and symptom severity is 
specified along a continuum (APA, 2013a). The four specific criteria that must be met for 
ASD diagnosis include:  
1) persistent deficits in social communication and social interaction across 
multiple contexts… 2) restricted, repetitive patterns of behavior, interests, or 
activities… 3) symptoms must be present in the early developmental period and 
cause clinically significant impairment in social, occupational, or other important 
areas of current functioning… and 4) these disturbances are not better explained 
by intellectual disability or global developmental delay…. (p. 50) 
 
The severity of ASD is rated by level one- “requiring support,” level two- “requiring 
substantial support,” or level three- “requiring very substantial support” (APA, 2013a, p. 
52).  
Children with ASD have communication deficits that may include abnormal 
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social approach, failure to have a reciprocal conversation, or failure to initiate social 
interactions. Children with ASD may also fail to make eye contact and have difficulty 
understanding body language and gestures. They often use stereotypic and repetitive 
behaviors such as lining up toys, have an inflexible adherence to routines, and may have 
fixated interests (APA, 2013a). With the new umbrella diagnosis, these symptoms of 
ASD will fall on a continuum with some children showing mild symptoms and others 
showing much more severe symptoms. This system allows clinicians to account for the 
variance of symptomology between different children with ASD while still keeping 
around the same diagnosis rates (APA, 2013a).  
Previously, in the Diagnostic and Statistical Manual-IV-Text Revision (DSM-IV-
TR) there were criteria for five separate disorders under the category Pervasive 
Developmental Disorders. These five diagnosis were: autistic disorder, asperger’s 
disorder, pervasive developmental disorder not otherwise specified (including atypical 
autism), Rett’s disorder, and childhood disintegrative disorder (APA, 2000). These 
diagnoses each had their own set of criteria for eligibility and varied in severity of 
symptom levels. While some textbooks and articles still refer to the DSM-IV-TR criteria, 
practitioners and training facilities are currently using and referring to DSM-5 criteria.  
Autism was officially added as a special education qualification category in 1990 
(Yell, 2012). IDEA defines the eligibility criteria for Autism as:  
…1) significantly affecting verbal and nonverbal communication and social 
interaction, 2) generally evident before age three, and 3) adversely affects a child's 
educational performance. Other characteristics often associated with autism are 
engagement in repetitive activities and stereotyped movements, resistance to 
environmental change or change in daily routines, and unusual responses to 
sensory experiences. (U.S. Department of Education, 2004) 
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With ASD becoming more of a focus in both research and practice, researchers and 
clinicians have been seeing a rise in prevalence estimates over the last 20 years 
(Christensen et al., 2016). In the most recent CDC report, ASD rates were found to be as 
high as 1 in 68 people (CDC, 2014). According to the 39th Annual Report to Congress on 
the Implementation of the IDEA, 2017, between 2006 and 2015 the percentage of 
students ages 6-21 nationwide served under the category of Autism in IDEA Part B, 
increased from 0.3 percent to 0.8 percent. In fall of 2015 students served under the 
classification of Autism under IDEA made up 9.5% of the population. It was the 4th 
leading classification in that year. 
However, it should be noted that these prevalence estimates are based on different 
sources of information. In particular, the CDC obtained their most recent prevalence rate 
data from a surveillance system titled The Autism and Developmental Disabilities 
Monitoring (ADDM) Network. This system gathers information from eight-year-old 
children’s evaluation records to determine the presence of ASD symptoms from birth to 
age eight in accordance with the DSM-IV-TR criteria (CDC, 2012). In the first phase of 
this system, a broad screening is conducted at thousands of sites to identify records of 
children based on year of birth and eligibility classifications in special education or 
billing codes for select childhood disabilities or psychological conditions. In the second 
phase the identified files are de-identified and reviewed by trained clinicians to determine 
the presence of ASD. Within the ADDM, diagnoses and prevalence rates come from 
parental reports, teacher reports, special education evaluations, psychologists, 
neurologists, developmental pediatricians, physical therapists, occupational therapists, 
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speech language pathologists, and other providers or professionals (CDC, 2012). Another 
source of prevalence estimates comes from the U.S. Department of Education in their 
Annual Report to Congress on the Implementation of the IDEA. This information is 
gathered by determining the number of children classified under the Autism category 
based on Special Education guidelines (U.S. Department of Education, 2017).  
While prevalence estimates in both the general population and public education 
population may vary, all of them appear to be confirming increased cases of ASD. Some 
things that are clear in accordance with prevalence rates is that the increase may be due to 
an actual increase, but may also be due to more public awareness and interest, better 
developed measures for ASD symptoms, a better understanding of the disorder, and 
expansion of the diagnostic criteria (APA, 2013b). However even with these 
developments and advancements being discussed in the literature, the general consensus 
is that ASD prevalence rates are truly increasing across the U.S. (CDC, 2012; Christensen 
et al., 2016; Newschaffer et al., 2005; Rojahn & Matson, 2010).  
 
Impact on Families 
 
 As more information becomes known about diagnosis and prevalence rates of 
ASD, additional information is being gathered about the impact a child with ASD has on 
the family. While onset and symptoms greatly affect the child with ASD, the impact 
spans not only the individual but also caregivers, family, teachers, and the community. 
Because children with ASD may have lifelong limitations, there is a possibility that they 
will need continued care or assistance from those closest to them, most notably their 
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family (Mount & Dillon, 2014; Volkmar & Pauls, 2003). This lifelong need may 
contribute to and intensify difficulties that may be encountered by all individuals 
involved. These difficulties can include altered perception of the caregiver’s parenting 
and decreased optimism about both their own future and the future of their affected child 
(Rutter, 2011).  
 One specific struggle that parents of children with ASD are likely to encounter is 
their parental self-efficacy. This is described as the belief in the caregiver’s own ability to 
effectively parent his/her child. Those with higher parental self-efficacy tend to 
demonstrate more effective parenting, even during challenging behaviors of the child 
(Jones & Prinz, 2005). However, parents with children with ASD tend to experience 
lower levels of parental self-efficacy. This may be due to a lack in confidence in helping 
their child address difficulties, feeling unsure and confused about treatment for their 
child, and using ineffective parenting strategies over a long period of time leaving 
themselves frustrated and doubtful of their parenting abilities (Sobotka, Francis, & 
Vander Ploeg Booth, 2016). These parents may also experience feeling less able to meet 
the emotional wants or needs of their child with ASD who often cannot fully express 
those needs (Karst & Van Hecke, 2012). Factors that have been found to increase 
parenting self-efficacy in parents of children with ASD are increased and improved 
knowledge about ASD and diagnosis, increased social support, and through involvement 
in their child’s intervention process (Bromley, Hare, Davison, & Emerson, 2004; Kuhn & 
Carter, 2006).  
 Another struggle experienced more by parents of children with ASD than parents 
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of typically developing children or even parents of children with other types of 
developmental delay is parenting stress. This parenting stress appears to have a more 
significant impact on mothers of children with ASD as opposed to fathers (Davis & 
Carter, 2008). This may be due to the fact that mothers more often are the primary 
caregiver and thereby spend more time with the child and become more involved in the 
caretaking. Davis and Carter found that the child’s emotional dysregulation contributed 
more significantly to maternal parental stress, while the child’s maladaptive externalizing 
behaviors had a greater impact on paternal parental stress. While the extent to which any 
specific construct, like emotional dysregulation or externalizing behaviors, contributes to 
parenting stress is likely to change over the course of the child’s development, 
Lecavalier, Leone, and Wiltz (2006) found that overall, stress levels of parents of 
children with ASD are stable over time. However, parents of children with Autism seem 
to experience more stress than parents of typically developing children or parents of 
children with other disabilities (Lecavalier et al., 2006; May, Fletcher, Dempsey, & 
Newman, 2015).  
 Parental mental and physical health can also be impacted when parents have a 
child with ASD. Having a child with ASD may contribute to a general decrease in 
parental well-being and increase in concerns having to do with parental mental health, 
particularly depression and anxiety (Benson & Karlof, 2009; Ekas, Lickenbrock, & 
Whitman, 2010; Lai, Goh, Oei, & Sung, 2015). Physical health impairments include 
increased levels of mental and physiological fatigue, and an increased risk for substance 
use and lack of self-care (Miles, Takahashi, Haber, & Hadden, 2003).  
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 Other areas of impact on the family include parent-child relationship, marital 
satisfaction, sibling relationships, and family resources and quality of life. Relatively 
healthy functioning and a high quality relationship between the parent and the child with 
ASD are found despite increased stress levels and diminished quality of communication 
(Montes & Halterman, 2007). Hoffman, Sweeney, Hodge, Lopez-Wagner, and Looney 
(2009) found that the diagnosis in and of itself may actually positively impact the parent-
child relationship in that parents view the child as less responsible for his/her behaviors. 
However, decreased marital satisfaction has been found between parents of children with 
ASD and, despite lower levels of social awareness, the child with ASD may still be aware 
and negatively impacted by parent conflict (Kelly, Garnett, Attwood, & Peterson, 2008). 
Additionally, siblings typically report positive relationships with their sibling with ASD; 
however, these positive relationships tend to deteriorate over time and siblings may 
internalize blame for family difficulties (Rivers & Stoneman, 2003). With additional 
demands being placed on parental time, finances, support, accommodations for 
education, healthcare, fewer opportunities for parents to work, and need for one or more 
therapists, the level of impact a child with ASD has on the family becomes clear (Lee, 
Furrow, & Bradley, 2017; Lord & Bishop, 2010; Morrison, Sansosti, & Hadley, 2009; 
Pakenham, Samios, & Sofronoff. 2005).  
 
Commonly Used and Evidence-Based Practices 
 
Due to the fact that schools are seeing these rising prevalence estimates of 
children with ASD, there is an increased need for services. While it is apparent that there 
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are services being provided to these students, the majority of these services are only 
child-outcome focused and do not include families in the process (Karst et al., 2012). 
Among the most commonly used services for children with autism in public schools are 
speech therapy, occupational therapy, assistive technology, sensory integration, cognitive 
behavioral therapy, applied behavior analysis, gentle teaching, and social skills training 
(Francis, 2005; Green et al., 2006; Hess et al., 2008; Wong et al., 2015). However only 
some of these specific practices have been identified as evidence-based.  
School psychologists are a subset of mental health professionals likely to have 
knowledge and expertise related to ASD (Combes, Chang, Austin, & Hayes, 2016). 
School psychologists are employed on a district level and are located locally in public 
schools. As ASD prevalence rates continue to increase, most school psychologists will, at 
some point, be involved with these students. Whether it is through the assessment 
process, consultation, and/or intervention school psychologists will play a vital role in at 
least some way. Many school psychologists are also trained mental health professionals 
who are skilled in working with children with disabilities and their families and providing 
mental health services when needed. As potential members of an Autism Team (i.e., a 
group of people specializing in assessment of and service provision specifically for 
students with ASD), school psychologists collaborate and provide input on evidence-
based practices and their implementation. School psychologists and other professionals 
have the potential, if trained appropriately, to provide and oversee the services being 
provided to children with ASD in the public school setting and to ensure that those 
practices are evidence-based.  
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Chambless and Hollon (1998) defined an evidence-based treatment as “clearly 
specified psychological treatments shown to be efficacious in controlled research with a 
delineated population,” (p. 70). This evidentiary support must also be coupled with 
professional expertise. Evidence-based treatments must be used strategically and the 
selection of the practice to be used must be chosen on an individual basis in order to 
provide the most effective treatment to the individual child. Because ASDs fall under the 
IDEA, it is legally mandated that all schools provide evidence-based educational 
programs to students who qualify for these services (Hess et al., 2008).  
Among the vast list of treatments for ASD, Odom et al. (2010) and Hess et al. 
(2008) reported that the evidence-based practices of prompting, reinforcement, discrete 
trial training, naturalistic interventions, pivotal response training, and positive behavioral 
support strategies were among these. However these techniques did not have large 
percentage of use rates. In a study by Hess et al., a survey was conducted with 185 
teachers in the Georgia public school system who taught students with ASD. Of these 
participating teachers, Hess et al. reported that only 5.95% of their responders used 
discrete trial training, and only 1.62% reported using pivotal response training, while 
there were much larger use rates in either promising practices or those with limited 
support (i.e., 15.68% of responders used gentle teaching, a limited support practice). 
Based on previous studies, it is unclear if these evidence-based treatments are being used 
in the public school systems in the U.S. Hess et al. were the only researchers to 
specifically state percentage uses in their study. Odom et al. specifically provided a list of 
evidence-based treatments.  
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There is a gap in current knowledge pertaining to the role of the school 
psychologist when working with students with ASD. There is also a lack of information 
regarding what school psychologists and other professionals in the school setting are 
currently doing related to services being provided to students with ASD. Little is known 
in general about exactly what services are being provided in the schools to students with 
ASD and whether or not the family of the student with ASD is involved in the process. It 
is also crucial for all associated professionals to be informed of any treatments generally 
available to students with ASD, and to know specifically what services they are currently 
receiving in order to provide the best possible services and generalization support. The 
purpose of this study was to identify which intervention practices are commonly being 
used in U.S. public schools, and to compare the list of most commonly used interventions 
to what we know are current evidence based practices. This study also provided 
information on whether or not the family is included in the intervention process for 
students with ASD.  
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CHAPTER III 
METHODS 
 
Participants 
 
 This study included 334 participants consisting of currently practicing School 
Psychologists, the majority of whom were White/Caucasian (n = 299), female (n = 312), 
and had an Educational Specialist degree (n = 170). School psychologists from all 50 
states were represented in this sample. There were more respondents in the states of 
Arkansas (n = 21), California (n = 23), New York (n = 20), and Utah (n = 21) than other 
states. The ages of the participants ranged from 20-56+ years (the majority were in the 
26-35 year range). The reported number of years that the participants had been working 
as a School Psychologist ranged from 1-20+, with majority of those falling in the 1-5 
year range. All participants reported working in the preschool through 12th grade school 
settings, with majority working in the elementary school level. See Table 1 for complete 
demographic information, including training related to ASD. 
 
Measures 
 
 For the purposes of this study, a survey (see the Appendix) was created in order to 
assess current practices in the public education system concerning the treatment of 
Autism. The survey contained questions on both demographic information (i.e., sex, race, 
experience, etc.) and Autism treatments currently being used by the school psychologist 
or other professionals in the school setting (i.e., do you provide this service to students  
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Table 1 
 
School Psychologist Demographics 
 
Characteristic Grouping Frequency Percent 
Sex (n = 332) Female 312 93.98 
 Male  18 5.42 
 Other 2 0.60 
Highest degree earned (n = 333) MS, MA, M.Ed, etc. 88 26.43 
 EdS 170 51.05 
 PhD, EdD, PsyD 35 10.51 
 Certificate of advanced study 40 12.01 
Years of experience (n = 328) 1-5 132 40.24 
 6-10 85 25.91 
 11-15 49 14.94 
 16-20 33 10.06 
 20+ 29 8.84 
Ethnicity/race (n = 326) White/Caucasian 299 91.72 
 Black/African American 6 1.84 
 Asian/Pacific Islander 1 0.31 
 Hispanic/Latino(a) 8 2.45 
 Biracial or Multicultural 8 2.45 
 Other 4 1.23 
Age in years (n = 327) 20-25 13 3.98 
 26-35 165 50.46 
 36-45 76 23.24 
 46-55 46 14.07 
 56+ 27 8.26 
State licensure (n = 327) Yes 316 96.64 
 No 11 3.36 
Nationally certified school psychologist Yes 163 49.70 
(n = 328) No 165 50.30 
Number of schools served (n = 237) 1 48 20.25 
 2 63 26.58 
 3 51 21.52 
 4 22 9.28 
 5+ 44 18.57 
 Other 9 3.80 
(table continues) 
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Characteristic Grouping Frequency Percent 
School level (n = 236) Preschool 13 5.51 
 Elementary 160 67.80 
 Middle/Junior High 35 14.83 
 High School 20 8.47 
 Specialized School 8 3.39 
Students in district (n = 235) 1,000 or less 27 11.49 
 1,000-10,000 91 38.72 
 10,000-20,000 23 9.79 
 20,000-30,000 23 9.79 
 30,000-40,000 18 7.66 
 40,000-50,000 8 3.40 
 50,000 or more 45 19.15 
Levels of training in ASD assessment  
(n = 231) 
Graduate coursework 
(incorporated in one class) 
90 38.96 
 Graduate coursework (whole 
class on ASD) 
29 12.55 
 Graduate coursework 
(incorporated in multiple) 
105 45.45 
 Supervised practicum/ 
internship 
106 45.89 
 Continuing Ed/workshops 190 82.25 
 Independent readings 143 61.90 
 Other 16 6.93 
Levels of training in ASD intervention 
(n = 214) 
Graduate coursework 
(incorporated in one class) 
54 25.23 
 Graduate coursework (whole 
class on ASD) 
25 11.68 
 Graduate coursework 
(incorporated in multiple) 
75 35.05 
 Supervised practicum/ 
internship 
78 36.45 
 Continuing Ed/workshops 160 74.77 
 Independent readings 133 62.15 
 Other 19 8.88 
 
 
with Autism, are there other professionals who provide this service to students with 
Autism). A comprehensive list of treatments and interventions for Autism was compiled 
using the Evidence-Based Practices for Children, Youth, and Young Adults with Autism 
Spectrum Disorder report (Wong et al., 2014) combined with a literature review of 
19 
 
relevant articles containing treatments for Autism. Specific articles and websites that 
provided the most information from the literature review were by Hess et al. (2008); 
Odom et al. (2010); The National Autism Center (2011); and The National Professional 
Development Center on Autism Spectrum Disorder (n.d.). Hess et al. (2008) conducted a 
similar survey in the state of Georgia and collected information on treatments currently 
being used in school districts in that state. Odom et al. (2010) conducted a literature 
review and established criteria for an evidence-based treatment and compiled a list of 
Autism treatments that were both evidence-based and nonevidence-based.  
After the development of the survey was complete, the researchers piloted it 
before it was distributed in order to ensure readability. In the piloting phase, an online 
version of the survey was created and a link to the survey was sent to three current 
second year and above school psychology graduate students. After they completed the 
online survey, there was time allotted for them to ask any questions or give any 
constructive feedback. From the questions that arose and the changes that were 
suggested, alterations were made in order to ensure ease of access and understandability 
for participants. These changes ranged from spelling/grammatical and punctuation errors, 
to physical flow and set up of the survey. More specific suggestions were made in order 
to help clarify questions or to better set up the question for appropriate answers to be 
given. Another specific issue that came up with multiple raters was the fact that these 
questions were asked about one school, when most school psychologists serve multiple 
schools. Edits were made in writing on the survey how to pin point one specific school 
(i.e., either the school they serve most frequently, or, if split equally, the school in which 
20 
 
they were most recently located), along with the aforementioned suggestions taken into 
account.  
 
Procedures 
 
 Following Utah State University Institutional Review Board approval, the online 
survey was launched. The researchers began by attempting to contact each of the 50 
school psychology state associations via email, inquiring of their survey research 
procedures. However, not all of the state associations replied. Of those states that did 
reply, five were willing to forward on an emailed link to the survey to their list-serves. 
An additional five states were willing to post the link to the survey on their state 
association websites. In addition to contacting state school psychology associations, the 
researchers also contacted some of the largest school districts across the nation, again 
inquiring about their survey distribution procedures. The majority of the school districts 
did not reply; however, after reaching out to those districts, survey responses increased 
suggesting that at least some portion of those emails were forwarded on to the school 
psychologists of those districts. Last, the researchers requested membership to three 
school psychologist group Facebook pages. Upon membership acceptance, the 
researchers were able to either contact the group page owners to request their assistance 
in posting the survey description and link, or were able to post directly to the members of 
the pages.  
All participants were given a short description of the survey, its purpose, and the 
link to follow to participate. After consent was obtained the participants were granted 
21 
 
access to the online survey. All surveys were taken through the Qualtrics system. Of the 
351 survey consents given, 17 were excluded because the respondent was not a practicing 
school psychologist in the preschool through 12th grade setting. A sample size of 334 was 
used to calculate the basic demographic and background information totals and 
percentages. After further review, an additional 179 surveys were excluded specifically 
for the treatment/intervention and parental involvement sections because the participant 
did not complete the entire survey. The final sample size for this portion of the study was 
155 school psychologists.  
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CHAPTER IV 
RESULTS 
 
 The purpose of this study was to identify which intervention practices are 
commonly being used in U.S. public schools, and to better understand if commonly 
provided services are evidence-based. This study also aimed to provide information on 
whether or not families are included in the intervention process for students with ASD. 
Information was obtained from currently practicing school psychologists relating to 
specific services being provided to students with ASD. In order to answer the research 
questions, analysis of the survey data was primarily performed through descriptive 
statistics such as frequencies and percentages. 
 
Models of Serving Students with Autism Spectrum Disorder in Schools 
 
In order to gain more background information, researchers wanted to know the 
models in which students with ASD across the U.S. are being served (e.g., full inclusion 
in general education, ASD specific classes, a combination of the two, etc.). To answer 
this question, participants were asked what model of service provision for students with 
ASD was used in their school/district, whether or not there was a team dedicated 
specifically to students with ASD and if so, whether or not the school psychologist was a 
participating member of that team, and on what level that team operates. The majority of 
the participants reported that services are being provided in the schools, but those 
services ranged from full-inclusion in general education classrooms, to ASD specific 
classrooms, to full-inclusion in special education classrooms that are not ASD specific, 
23 
 
with a larger number reporting students with ASD being served in both general education 
and special education classrooms. The majority also reported that there was not an ASD 
specific team within their school districts. Of those that reported having ASD specific 
teams, most reported those teams operating at a district level or other levels (e.g., outside 
agencies, consultants, programs, BCBA, etc.). See Table 2 for a complete list of models 
of services. 
 
Commonly Used Intervention Practices for Students with  
Autism Spectrum Disorder 
 
In order to answer the first research question, What are the commonly used 
intervention practices for students with ASD, a comprehensive list of possible treatments 
and interventions for ASD was provided to the participants asking them to indicate 
 
Table 2 
 
Models of Serving Students with Autism Spectrum Disorder in Schools 
 
Characteristic Grouping Frequency Percent 
Model of Serving Contract out all services 7 2.95 
Students with ASD (n = 237) Full inclusion in general ed 88 37.13 
 ASD specific classes 90 37.97 
 SpEd classes (self-contained), not ASD 80 33.76 
 Both gen ed and SpEd, not ASD 177 74.68 
 ASD specific school  10 4.22 
Autism team at school (n = 237) Yes 97 40.93 
 No 140 59.07 
Participating on autism team Yes 71 31.28 
(n = 227) No 156 68.72 
Autism team operation level School 28 16.87 
(n = 166) District 80 48.19 
 Other 58 34.94 
24 
 
whether or not the particular intervention is used in their school, and who provides those 
services. Only 155 of the participants fully completed the entire survey, including the 
treatment section. Therefore, 155 was used as the total number (n) in order to find the 
correct percentages of participants who indicated use of the treatment. The top five 
practices, as reported by school psychologists, were speech and language therapy, 
provided by a speech language pathologist (n = 146), occupational therapy, provided by 
an occupational therapist (n = 145), functional behavior assessment, provided by the 
school psychologist (n = 143), visual schedules, provided by the special education teacher 
(n = 141), and visual supports, provided by the special education teacher (n = 139). 
Tables 3-6 provide a comprehensive list of all services provided separated by evidence-
based practices, other focused intervention practices with some support, nonevidence-
based practices, and unsure of evidential support.  
 
Evidence-Based Practices, Nonevidence-Based Practices,  
and Unknown Practices 
 
In order to answer the second research question (e.g., Are the commonly used 
practices for students with ASD evidence-based), the researchers separated out the 
comprehensive list of treatments and interventions into four categories: evidence-based 
practices (as defined by Wong et al., 2014), other focused interventions with some 
evidential support, nonevidence-based practices, and unsure of evidential support (refer 
to Tables 3- 6). As reported by school psychologists, of the top 25 reported interventions, 
17 of those were categorized as evidence-based practices, 3 were intervention practices 
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with some support, 1 was a nonevidence-based practice, and 4 were unknown to have 
evidential support or not.  
 
Level of Familial Involvement in the Process 
 
In order to answer the third research question- are families involved in the process 
of service provision to students with ASD, the researchers asked the participants whether 
the family was involved in providing the service, if they were aware of the service, or if 
they were not involved in services. The level of involvement varied greatly between the 
treatments. In order to calculate the percentage of participants who indicated the levels of 
involvement, each treatment’s individual n (e.g., speech language pathology, n = 146) 
was used. The top five treatments that were indicated to have the most parental 
involvement were the parent training (n = 26, 35%), functional behavior assessment (n = 
29, 20%), collaborative coaching (n = 16, 19%), picture exchange communication system 
(n = 22, 18%), and reinforcement (n = 22, 18%). The top five treatments that were 
indicated to have parents aware of services were speech language therapy (n = 108, 74%), 
direct instruction (n = 85, 71%), occupational therapy (n = 103, 71%), sensory integration 
and fine motor intervention (n = 85, 71%), and social skills training (n = 94, 70%). The 
top five treatments indicated with the least parental involvement were pet/animal therapy 
(n = 19, 31%), touch therapy (n = 18, 26%), gentle teaching (n = 18, 25%), holding 
therapy (n = 15, 25%), and time delay (n = 18, 25%). Tables 7-10 provide more details on 
level of parental involvement indicated in each treatment. 
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Table 9 
 
Level of Parental Involvement in Services in Nonevidence-Based Practices 
 
 Involved in 
providing services 
────────── 
Aware of services 
────────── 
Not involved in 
services 
────────── 
Treatment n % n % n % 
Visual schedules (n = 141) 19 13 95 67 4 3 
Incidental teaching (n = 88) 4 5 37 42 12 14 
Cognitive behavioral modification (n = 84) 4 5 37 44 11 13 
Floor time (n = 73) 3 4 23 32 13 18 
Gentle teaching (n = 71) 2 3 11 15 18 25 
Integrated movement therapy (n = 66) 0 0 7 11 16 24 
Self-injurious behavior inhibiting system (n = 65) 1 2 15 23 15 23 
Art therapy (n = 64) 2 3 12 19 15 23 
Rapid prompting method (n = 62) 1 2 13 21 14 23 
Pet/animal therapy (n = 61) 2 3 6 10 19 31 
Holding therapy (n = 60) 0 0 13 22 15 25 
 
 
 
Table 10 
 
Level of Parental Involvement in Services in Unsure of Evidential Support Practices  
 Involved in 
providing services 
────────── 
Aware of services 
────────── 
Not involved in 
services 
────────── 
Treatment n % n % n % 
Speech-language therapy (n = 146) 15 10 108 74 3 2 
Occupational therapy (n = 145) 6 4 103 71 3 2 
Physical therapy (n = 123) 5 4 84 68 5 4 
Facilitated communication (n = 97) 14 14 48 49 10 10 
Verbal behavior therapy (n = 81) 2 2 42 52 8 10 
Parent training (n = 75) 26 35 9 12 14 19 
Joint action routines (n = 71) 3 4 28 39 15 21 
Relationship development intervention (n = 71) 4 6 18 25 15 21 
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CHAPTER V 
DISCUSSION 
 
Introduction 
 
A sample of school psychologists completed an online survey in order to gain 
information on the services being provided to children with ASD in U.S. public schools. 
The goal of the current study was to gain information from school psychologists on what 
services are being provided in the public schools, who is providing the services, whether 
or not the services are evidence-based practices, and at what level the family is involved 
in the service provision. Information from this study may be useful in helping School 
Psychologists, and School Psychology training programs, understand where to better 
focus their trainings on what services to provide in the schools, and which of those 
services have the evidence-base to prove the effectiveness of that treatment for students 
with ASD. The survey results for each research question, along with limitations and 
future directions of this study will be presented in this chapter.  
As noted earlier in the literature review, some of the most common services 
previously known to be provided to children with ASD in public schools were speech 
therapy, occupational therapy, assistive technology, sensory integration, cognitive 
behavioral therapy, applied behavior analysis, gentle teaching, and social skills training 
(Francis, 2005; Green et al., 2006; Hess et al., 2008; Odom et al., 2015). In the current 
study, of these services only gentle teaching (n = 71) and cognitive behavioral 
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intervention (n = 80)/cognitive behavioral modification (n = 84) did not rank in the top 25 
most reported treatments in use. While applied behavior analysis was not listed as a 
treatment as a whole, many of its components (reinforcement, prompting, discrete trial 
training) also fell in the top 25 most used treatments.  
While this study showed that majority of the top 25 most commonly used 
treatments and services provided in the school setting are evidence-based practices for 
ASD (n = 17), many more that were not EBPs were indicated as commonly being used. 
According to Odom et al. (2010) and under the ruling of the IDEA (2004), school staff 
need to ensure that the practices they are putting in place are evidence-based in order to 
ensure to most ethical and effective treatments and services are being used for children 
with ASD. In the top 25 practices of most common use, only one was reported as a 
nonevidence-based treatment. Visual schedules (n = 141) was reported to be used by 91% 
of the surveyors. However, it is important to note that while visual schedules (i.e., a 
visual list of the day’s activities or tasks in order) as a limited intervention in and of itself 
was not listed as evidence based, it is included in the many aspects of visual supports 
(i.e., pictures, written words, objects within the environment, arrangement of the 
environment or visual boundaires, schedules, maps, labels, organization systems, and 
timelines) as a whole, which is considered to be an evidence-based practice. School 
Psychologists and other education professionals alike may still be using this and other 
nonevidence-based practices out of habit or lack of training in evidence-based practices. 
Visual Schedules is a go-to practice both taught in training programs and used in the 
public school setting. It, among others, is a practice that has been handed down over the 
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years and over time indicated to be useful to students specifically with ASD. However, 
there is no current evidentiary support to say why this practice is still used. Professionals 
may also be unaware that this practice is not evidence based for children with ASD.  
The implications of the continued use of non evidence-based practices can be seen 
throughout public schools across the U.S. Students with ASD may be exhibiting more 
frequent and more severe behavioral and academic difficulties in the classroom due to 
interventions and practices that are essentially ineffective being used. As a result, 
teachers, parents, and students alike are expressing heightened frustrations, burnout, and 
feelings of hopelessness in regards to these student difficulties and the student’s overall 
progress. In order to see the behavioral modifications and academic achievement 
necessary for students to perform at expected levels of progress, evidence-based practices 
need to be taught and used by the professionals in the school setting.  
It is also important to note that while functional behavior assessment (FBA) was 
indicated as the third most commonly used practice, there may be multiple reasons for 
such a high frequency of reported usage. The nation as a whole has experienced a 
significant shortage of currently practicing School Psychologists and this trend is 
expected to continue (National Association of School Psychologists, 2017). Due in part to 
this shortage, school pscyhologists often find their time and specific job duties limited to 
the most dire needs of that district. Too often the need falls to solely administer cognitive, 
behavioral, and additional assessments as part of the special education eligibility process; 
this happens so often that the term “test and place” has been coined amongst the School 
Psychology field. FBA specifically happens to fall under the assessment umbrella. 
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Therefore, as FBA may be included in the assessment of eligibility process, that may 
inflate the usage reports of FBA. Another possibility of FBA usge being reported so high 
has to do with the need behind it. FBA directly involves behaviors and often those are 
negative behaviors of high severity. Due to the possible negative impacts of inappropriate 
behaviors, referrals for these assessments are often rushed by professionals in the schools 
in order to address the problem behavior. Therefore, treatments and interventions that are 
not deemed as so urgently needed in turn must take a back seat to FBA.  
Karst and Van Hecke (2012) noted that most often, interventions and treatments 
for ASD are child outcome focused, and rarely have a parental involvement component. 
According to the results of this survey, it is apparent that overall parents are, the majority 
of the time, aware of services being provided to their student with ASD, but are not 
directly involved in any part of the service provision. The results of this study indicate a 
continued trend toward the absence of parental involvement in service provision to 
students with ASD. Volkmar and Pauls (2003) found that children with ASD may have 
lifelong limitations, and that those limitations come with the strain of continued care or 
assistance from family members. Studies by Khun et al. (2006) and Bromley et al. (2004) 
noted that a specific factor found to increase parenting self-efficacy was involvement in 
their child’s intervention process. If parental involvement were increased in the service 
provision to students with ASD in schools, families may be better able to handle the 
circumstances in the home and provide joint efforts of continued services in the home 
setting, as well as relieving parental stress and the negative impact on familial mental 
health. School Psychologists and other members of the school-based team can and should 
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make more of an effort to include families in the service provision. School Psychologists 
can personally reach out to parents and caregivers to go over any treatment or 
intervention plans the team may be proposing, ensure the parent understands the plan, 
gather parent input, and train the parent on how to support the service provision and the 
professionals in the school setting, and how to continue the service or intervention in the 
home setting, as appropriate.  
Finally, it is important to note the wide variety and number of individuals who 
work with students with ASD and their teams. This not only involves the student with 
ASD, parents, and one professional. Rather, along with the student with ASD, the team 
can be composed of any number of individuals. These individuals can include, but are not 
limited to, multiple parents or family members, school pscyhologists, special education 
teachers, regular education teachers, school administrators of multiple levels, speech 
language pathologists, physical therapsists, occupational therapists, and any additional 
service provider or individual deemed as a necessary person to that team. As a result, it is 
nearly impossible to expect that a school psychologist alone will know what each 
individual service provider or individual is doing with that particular student with ASD. 
An implication of different services being provided by different professionals is that 
schools and school districts as a whole need to be better about connecting service 
providers with one another and making sure there is time allotted specifically for that 
collaboration. If all members of a team were to be able to communicate frequently and 
work together on the service provision of each student, more knowledge and expertise 
would be available to share and therefore more effective efforts could be made to 
40 
 
enhance the service provisions.  
 
Limitations and Future Directions 
 
Due to the nature of the survey response style of this study, inherent limitations 
occurred in the response bias of the participants. The first and most critical limitation of 
this study was the difficulties researchers encountered in efforts to gather a random 
sample of survey responders. The researchers first sent a proposal and request to the 
National Association of School Psychologists asking for a random sample of emails of 
their members. After review of the proposal, researchers were denied access to the 
membership database due to NASP having an overwhelming number of requests for 
addresses and emails of their members from researchers each year. As noted previously 
in the methods section, continued recruitment efforts proved to be difficult. Ultimately, of 
the three methods of recruitment (i.e., state school psychologist associations, state’s 
largest school districts, and school psychologist group Facebook pages), the social media 
outlet resulted in the most surveys completed.  
Due to the extenuating circumstances the researchers faced during participant 
recruiting, a very apparent response bias occurred. First and foremost, only those who 
were forwarded an email, saw a link on an association website, or saw a link on a group 
Facebook page had the opportunity to respond. Second, only those willing to click the 
link to complete the survey were represented. Finally, of the 334 survey respondents, 
only 155 completely filled out the entire survey. When considering all of these issues, the 
sample cannot be considered a true random sample and may not be representative of 
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school psychologists as a whole.  
The researchers also found through both the piloting and the actual research 
phases that there was a significant presence of survey fatigue on behalf of the 
respondents. During piloting, respondents mentioned specifically how long the treatment 
section of the survey was, and that by the time they got to that part of the survey they 
wanted to discontinue. The researchers took this feedback into consideration during the 
piloting and design phase. However, in efforts to be able to present a comprehensive list 
of treatments (and the definitions to go along with each treatment), there was no way for 
the researchers to shorten that section of the survey. The survey fatigue was also reflected 
in the 179 participants who did not fully complete the survey.  
School psychologists were asked to indicate which services were being 
implemented in their schools that they know of, and which professional, or professionals, 
were involved in that implementation. This information was provided only by the school 
psychologist personally, and results were not reported by the actual specific people (other 
than the school psychologist themselves) implementing the service. Therefore the 
information provided could possibly be inaccurate or incomplete. It is also unclear how 
the School Psychologists know of what services are or are not being provided to students 
with ASD in the public school setting.  
A final limitation is presented in the findings of the level of parental involvement 
in services. Again, because the parents were not asked directly, this is another reflection 
of the knowledge and understanding of the school psychologist. Additionally, it is 
unknown how each individual respondent interpreted the term “involved in services.” 
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This could have varied greatly from the parent giving permission to the school and its 
professionals to provide the service, to the parent actually playing a part in the service 
provision.  
Recommendations for further directions of this study and other similar studies can 
be drawn from the design, results, and limitations of the current study. First, researchers 
found great difficulty in compiling an exhaustive list of treatments and services available 
to children with ASD in the public school setting. The majority of the existing research 
focused on treatments available outside the school setting. From this, conclusions can be 
made that further research is warranted into what services are available to the 
professionals and staff in the public school setting specifically in regards to serving 
children with ASD. Second, while some services were listed as a possibility to be used in 
the public school setting, further research is required in order to determine if there is a 
research base to back up the use of that treatment. When a comprehensive and exhaustive 
list of available, evidence-based practices is able to be provided to school staff, further 
training is necessary on the provision of those services.   
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SURVEY ON SERVICES PROVIDED TO CHILDREN WITH AUTISM  
 
SPECTRUM DISORDER
49 
 
 
50 
 
 
51 
 
 
52 
 
 
53 
 
 
54 
 
 
55 
 
 
56 
 
 
57 
 
 
58 
 
 
59 
 
 
60 
 
 
61 
 
 
62 
 
 
When available definitions were taken from:  
 
Wong, C., Odom, S. L., Hume, K., Cox, A. W., Fettig, A., Kucharczyk, S., Brock, M. E., 
Plavnick, J. B., Fleury, V. P., & Schultz, T. R. (2014). Evidence-based practices 
for children, youth, and young adults with autism spectrum disorder. Chapel Hill: 
The University of North Carolina, Frank Porter Graham Child Development 
Institute, Autism Evidence-Based Practice Review Group. Retrieved from 
http://autismpdc.fpg.unc.edu/sites/autismpdc.fpg.unc.edu/files/2014-EBP-
Report.pdf 
 
*After answers were submitted, this reference page was the last page available and 
participants did not have the option to go back in to the survey. Additional 
information was also provided on resources for more information on Autism. 
